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weight gain, oliguria, and breast fullness and 
pain. Neurologic and vascular symptoms in- 
clude headache, vertigo, syncope, paresthe- 
sias of the extremities, easy bruising, and 
cardiac palpitation. Epilepsy may be aggra. 
vated. GI symptoms include constipation 
nausea, vomiting, and changes in appetite 
Pelvic heaviness or pressure and backache 
may occur. Acne, neurodermatitis, and ag- 
gravation of other skin disorders may also 
occur. Respiratory problems (eg, allergies 
infection) and eye complaints (eg, visual 
turbance, conjunctivitis) may worsen. 

Tr atment 

Treatment involves relief of symptoms. 
Fluid retention may be relieved by reducing 
sodium intake and using a diuretic (eg, hy- 
drochlorothiazide 25 to 50 mg/day po), start- 
ing just before symptoms are expected Di- 
uretics promote sodium and water excretion 
but do not relieve all symptoms and may 
have no effect. Counseling may help the 
woman and her partner cope with PMS, and 
the woman's activities can be modified to 
reduce stress. For some women, hormonal 
manipulation is effective. Regimens include 
oral contraceptives; progesterone by vaginal ■ 
suppository (200 to 400 mg/day) or by injec- 
tion (5 to 10 mg IM in oil) for 10 to 12 days 
premenstrualiy; a long-acting progestin (eg 
medroxyprogesterone acetate 200 mg IMq2 
to 3 mo); or a gonadotropin-releasing hor- 
mone agonist (eg, leuprolide 3.75 mg IM or J 
goserelin 3.6 mg IM monthly) with low-dose 
estrogen-progestin "add-back" therapy to 
elirninate cyclic changes. Tranquilizers (efc 
a benzodiazepine) may be used for irritabil- 
ity, nervousness, and lack of control, espe- J 
dally if patients cannot alter their stressflil j 
environments. Changing the diet (eg, in- J 
creasing protein, decreasing sugars) and! 
supplementing with vitamin B complex (es-| 
pecially pyridoxine, sometimes with rn#| 
nesium) may help. Spironolactone, bromo-f 
criptine, and monoamine oxidase inhibitors! 
are not beneficial. Selective serotonin reup-f 
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SECONDARY 
DYSMENORRHEA 

(Acquired. IJysmenorrhea) 



||jlubitora (eg, fluoxejiro 20 n»gpo daily, 
"lNfi8ffl»po dally) are themo^tS 
^igsitrmemanageinent ofpsychblogic 



k^ySMENORRHEA 

jonal Dysmenorrhea) 
cgam as&dated vnth ovulatory cy- 
^ ^thout demonstrable lesions affect- 
}4Mr^invaiu:tive : stry^iures. 

'^AWS to result from uterine 

Attractions and ischemia, probably medi 
^b&prpstaglandiris produced in secre- 
^^ometrium; therefore, primary dys- 
m^rfteais ahnost always associated with 
ovulatory ^^.cycles. Contributing factors may 
mdudethepassage of tissue through the cer 
cervical os; malposition of tiie 
u^iackofexercise, and anxiety about 
'jS ^ s J e ? mmSn disorder usually 
st^ during adolescence and tends to de- 
<?|^ a ^*^e and after pregnancy. 
Spptoms and Signs 
LbJ^onu^ pam is usually oaihpy or 

ra^fo^e iower back or legs. The pain 
"tf^gt. before or with menses, tends to 
peak ^er 24 hi arid usually subsides ffi' 
days. Sonjetimes endometrial caste oW 
*r,f no "-hea) or clote are ex- 
B^ttegdache, nausea, constipation or di- 

a^Wdunnaiy.frequencytare common 
£^<m i pccasionally, RMS^JJ 

^^^pe^during.S? 



J^®*** shou i<l be aesured that her ■ "iV 
P^Hcbveorgansare normal Many S 

S^^. but for .womenSsZ 
-»"mu«_OQt|iersome symptoms, the.mpst 

are prostaglandin synthetase 
^^ lbu RTOfen; naproxen mefe- 

2dawo» h before continued 1 or 

*mSFZE!F Up?dR continues 

^.wswrs .wrUt normal activity. <mnnrL. 

^ contrac eptives is advis- 
or anl^^ 6 ^^^ Adequate 



■ m ^ a6 ^ ttc ^ P. common cause of dvs- 
! ^orxheaj adenpniyosis may also caiLe tt 
Afev ^men haye sa n extremely u^cei 
vical os (secondary to' conization crvocau 
, KfiSS&^ occtifS 
thl a ^ mpts to ex P« tissue through 

Sr a r^ Petf S C ^ Mucosal fEES 
nlmc '^ m ?» [ W J»Jyp extruding from the 
cranking pain. 
PeMc m^nunatory disease may cause cut 
t^? n — ° W abdoininal paiTthat 
tends to increase with menses. SoSnW 
a cause cannotbe found. ' 

Treatment / 

nr^tir^" 6 of treatment is medical fee 
coS^ 1 inhibitors, orS 

contraceptives, danazol, progestins) For 

^?TOentQfendpnietriosis:^£^ 
• If possible, tfte.undeiiyir« disorder or ana' 
tom^nonr^tyjs SctedTi re^ 
mg symptoms, Dilations* a narrowceS 

diagnostic curettage if needed) MyomeT 

may be needed. Interruption of uterine 
nerve^bypre^heu^frty^dSn 
i JL?! ^"terine ligaments may help s£ 
Iected patiente.J^nc^may be JefuL 

„ Amenorrheafet^tipruiUycatego^ 
PW(menarchehasnp^3^Jf 

16)or^ondary(mer^has n otoccS 
for =? ; 3 mo m.wojmen whphavehad menses) 
alUiough often this diction T nc*dtai' 
«%useful. Afunctional apprt^KmX" 

EHpipgy 



<ii^r w c^i™ ! T :7taH5e P t occurring h£. 

U^on, and after menopause^pathotoS 
Amenorrhea, indicates S 
lamic-pjitm^onadal-uterine taSn 
to produce <^cUc c^e? in,thr2doS 
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